Respiratory paralysis and prolonged duration of anaesthesia followed lumbar epidural block with bupivacaine. Subdural, extra arachnoid block is postulated.
apparent that she had complete motor and sensory paralysis from C3 downwards,
It was decided rhat surgery should still be performed because on cutaneous testing, the patient had good analgesia, and the provisional diagnoses of "massive epidural" or "high spinal" were both reversible conditions. Thiopentone 75 mg was given intravenously and the patient ventilated with nitrous oxide (4 litres/min,) and oxygen (2 litres/min.).
At operation the blood pressure was maintained around 100-110 mmHg systolic with intravenous fluids (1,000 ml 5 % dextrose, and 800 ml 0.9% saline), a plasma expander (500 ml haemocel) and atropine 0.6 mg. No blood transfusion was required as blood loss was minimal.
Two hours and twenty minutes after the epidural injection, the patient lightened and required fentanyl 100 mg and alcuronium 10 mg intravenously to stop the movement of her neck and attempted respiration.
A subtotal hysterectomy was performed without complication and completed within two hours. The patient was reversed with atropine 1.2 mg and neostigmine 2.5 mg, and awoke readily with blood pressure 120 mmHg systolic. She was extubated and taken to the recovery area where it became apparent on neurological testing that she was still paraplegic and had sensory loss from the level L2-3 downwards. It took a total of 11 hours for complete motor and sensory recovery.
The patient developed a chest infection on the second postoperative day which was treated successfully with amoxyciBin and physiotherapy. Neurological examination remained normal throughout her stay in hospital and she was discharged on the tenth postoperative day.
DISCUSSION
This case shows two unusual features following an epidural injection of local anaesthetic. Firstly, delayed respiratory paralysis, and secondly, the delayed recovery from the local anaesthetic.
The first feature I feel was most likely due to a subdural but extra arachnoid injection of some of the bupivacaine (Maher and Mehta 1977 , Scott 1977 , Boys and Norman 1975 , Pathy and Rosen 1975 , as it did not occur immediately which would be characteristic of a subarachnoid injection, and there was no period of profound hypotension.
The delayed recovery may be explained by a prolonged action of bupivacaine (Moraitis 1977) , or by the adrenaline present in the solution causing a temporary local arteriolar spasm and nerve root ischaemia with prolonged exposure of the nerve axons to the local analgesic (Cuerden, Buley and Downing 1977) .
The fact that the patient was a diabetic was a worrying feature during the delayed recovery period, as it can be associated with neurological problems and it was possible that the epidural had precipitated a latent diabetic neuropathy. Perhaps, in view of this, diabetes should be regarded as a relative contra-indication to regional anae~thesia?
